Introduction
Sexually transmitted diseases (STD) are associated with a wide range of serious complications. In pregnancy, sexually transmitted pathogens, in particular organisms causing cervico-vaginal infections, have additional significance because they may lead to premature rupture of membranes, preterm labour and intra-uterine death.' These The bacteriological results of the urine specimens are shown in table 3. Sterile pyuria (that is greater than 10 leukocytes per high power field x 400) was found in 27 of 160 urine specimens. However, in 24 of these, squamous epithelial cells were also seen on microscopy suggesting vaginal contamination. Significant bacteriuria in association with STD was found in two patients; one with syphilis and the other with a gonococcal infection.
Discussion
The prevalence of asymptomatic bacteriuria during pregnancy ranges from 4% to 1 1-8%.7 8 However, data from studies on screening are not always comparable owing to different definitions of bacteriuria.9 Since the classic studies of Kass, 1-2 a culture of midstream urine containing 105/colony forming units (CFU)/ml has been accepted to represent significant bacteriuria. It should be noted that this criterion was established in asymptomatic women. More recently, Stamm`3 suggested that lower counts (. 102 CFU/ml) be used to diagnose significant bacteriuria in symptomatic women.
In this study, the prevalence of significant bacteriuria (. 105/CFU/ml) was 5-6%. Twenty-four of 27 urine specimens demonstrating sterile pyuria were excluded from analysis because of the evidence of squamous epithelial cells suggesting vaginal contamination. The true prevalence rate of asymptomatic bacteriuria may therefore be higher, especially if the three cases of sterile pyuria without evidence of vaginal contamination be included.
Although the dipstick method of screening has been suggested as a rapid method to detect asymptomatic bacteriuria, unpublished data from the Microbiology Laboratory at King Edward VIII Hospital indicate a poor correlation between the dipstick method and culture techniques. Furthermore, the changing pattern of bacterial resistance to antimicrobial agents makes the dipstick method of screening of limited value. We therefore recommend routine screening of bacteriuria by conventional methods.
Of the women studied 16-5% (28 of 170) had evidence of a sexually transmitted infection (table 2) . Cervical infections were diagnosed microbiologically in 8-2% (14) It is well established that HIV infection is transmitted predominantly by heterosexual means in Africa. Moreover, it is much commoner in young sexually active women (aged 15-25 years).'8 These features bear particular relevance to obstetric, midwifery and neonatal paediatric practice. It is estimated that 30-50% of babies born to HIV antibody positive mothers will be infected by the virus and the majority will become symptomatic in early life. Infection may be acquired in utero, at birth or possibly post-natally through breast feeding. Therefore, the finding of 1.9% antibody positivity suggests that routine screening for HIV antibodies should be instituted at all ante-natal clinics.
Recently a few reports'9 emanating from developed communities have questioned the cost-effectiveness of screening for syphilis in antenatal patients. Our finding of7.6% reactive syphilis serology is in keeping with previous reports from KEH202' and argues strongly for ongoing screening in our community.
In conclusion, this study advocates that all women presenting for routine ante-natal care should have a midstream urine taken for culture and serum for HIV antibody testing, in addition to serological screening for syphilis. Until cheaper and reliable methods of endocervical screening are available, routine screening for endocervical infections is not feasible at our hospital.
